specialist psychiatric advice is necessary for all self-poisoned patients, we should have found that the patients assessed by the medical teams had fared less well than those assessed by psychiatrists. But ... there was no significant difference between the groups in the incidence of relapse during the trial." They considered that, "a specialist psychiatric training is not essential for the purpose of assessing suicidal risk" and conclude that there is "a strong case for amending the recommendation in the Hill Report so that physicians may decide in each case of self-poisoning whether a psychiatric opinion is necessary."
We are grateful to the Trent RHA and to Mr P A M Weston of the accident and emergency department, General Hospital, Nottingham, for access to the sample of records, and we are grateful to the records staff at Mapperley Hospital for their help with the contact forms. Background Surgically, there has hardly been a more extensively studied tumour than carcinoma of the rectum. We know that it can be detected relatively early (though not in the biological sense) because of its obvious symptoms of bleeding, mucus discharge, and tenesmus. Spread occurs distally and laterally, as well as in the more conventional way to lymph nodes on the superior rectal vessels in the mesentery of the rectosigmoid, and thus by the portal venous system to the liver. The centrifugal nature of spread makes it more difficult to cure the more distal is the growth,' or once it is through the full thickness of the rectal wall. These facts have led to the development of the standard operation of abdominoperineal excision of the rectum for middle and distal third growths, which removes en bloc the rectum, perirectal tissues, anal canal, and perineal skin in addition to the rectosigmoid and its lymphatic drainage.
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Surgical skill has brought this operation to a stage where the resectability rate is 98%2 and the mortality rate of the order of 2-5%. Furthermore The price of abdominoperineal resection is a permanent left iliac colostomy, an appreciable incidence of problems of emptying the urinary bladder, and, in men, a 30-50% incidence of sexual dysfunction up to and including impotence.4 Scarce wonder that Devlin and his colleagues6-whose contribution to the subject has been both original and heterodox-found many individuals severely isolated, depressed, and needing to use a variety of "deviant" mechanisms to hide or contain their problem. An example of embarrassment would well be the patient who said, "How would you like to be standing talking to an attractive woman at a cocktail party conscious of the fact that your bowels are emptying-perhaps audibly-into a point just above the level of your left hand trouser pocket."
COLOSTOMY MANAGEMENT
Colostomy management has acivanced tremendously since 30 years ago, when, as a resident, I was advising my patients to cover the stoma with sheets from the Scotsman or Edinburgh Evening News and hope for the best. In spite of what I may say later about organisations in relation to 'ostomy care, pressure by concerned patients and a few thinking surgeons has produced well-sealed and thus relatively odour-proof appliances which remove the stigma of smell if not of noise. The American alternative of irrigation, though possibly marginally more timeconsuming, can keep the large bowel empty and permit the patient to be virtually without appliance or embarrassment. Clearly, however, many feel totally insecure with a colostomy, even though to us it appears quite satisfactory.
The alternatives to abdominoperineal excision and left iliac colostomy are four: panproctocolectomy and ileostomy; local surgical resection with reconstruction7 8; the analogous if not identical procedure of in situ destruction by diathermy or cryosurgery; and some type of reconstructive procedure after conventional radical excision. The first I will return to later. The second and third have the chief potential advantage of much less pelvic dissection and therefore, perhaps (and it is a big perhaps), less disturbance of bladder and sexual function. They have certainly not been subject to the same degree of critical analysis that has been applied to more radical procedures; furthermore, results in relation to cure are not established. Logically, lesions which are truly Dukes's A must be cured by local excision,9 but how does one establish for a patient that he or she is in that category ?
The fourth alternative carries most of the damaging disadvantages of abdominoperineal excision, but can result in a normal faecal stream, and oddly enough in men is not associated with quite the same risk of impotence. Whether or not defecation is normal depends on the level of resection, but even the total absence of the rectum is probably compatible with continence, so that other factors-such as the state of the perineal muscles, the amount of extrarectal dissection (for there is convincing evidence that sensors lie outside the rectal wall' 0), and the patient's ability to put up with an initial few months of incontinence without a decline in morale may well be important. The outlook for cure after restorative resection is probably about the same as for abdominoperineal excision,2 3 11 but, again, hard information is lacking, especially about the distal third of the rectum. Restorative resection in the 'fifties or 'sixtiesthe experience on which rests the case for cure-was reserved for patients who "looked as though they would do well": mobile tumours at the proximal end of the extraperitoneal rectum; fitness for surgery, and at laparotomy no macroscopic metastases to the lymph nodes. In addition, subjective factors in the attitude of the surgeon also probably played a considerable part in case selection. Thus, the present swing towards preservation of a perineal faecal stream by extending the indications for restorative resection will test some of the dogma derived from the 'sixties.
Conventionally, the surgeon feels it necessary to have a clear distal margin of 4 cm beyond macroscopic growth to avoid local recurrence, but this figure, though it is enshrined in a number of pathological studies,'2 is somewhat arbitrary.
If I had . . . And so, if I had a cancer of the mid-third of the rectum which I hoped was Dukes's A or B but had to fear was Dukes's C, what would I do? I am absolutely certain-and this I am sure will bring the wrath of most colorectal surgeons on my head, but no matter-I would not have an abdominoperineal resection with a colostomy. However managed, however much we delude ourselves, a permanent potentially incontinent abdominal anus is an affront difficult to bear, so that I marvel that we and our patients have put up with it so long. It says much for the social indifference of the one and the social fortitude of the other.
Given necessary preliminary to external sphincter contraction, the relation between the two is not clearly established and would repay further study. If my surgeon thinks reconstruction impossible, I would opt for an abdominoperineal excision with a total colectomy and ileostomy. Good God, most people would say, the man is mad. But there is method in my insanity. Well fashioned, I think day-to-day management of an ileostomy is easier than a colostomy. There is no smell and, because of the emulsifying action of residual bile, the stoma does not blow off to anything like the same extent. Patients with ileostomies are always said to be better rehabilitated because of their age: in my view it is also because of their operation. Ileostomists have abandoned defecation entirely: they do not have the abnormal defecation of the colostomy patient which may cause so much distress. 6 Ileostomy effluent is unpleasant, but it is not faeces and this in my view gives a different quality to the lifestyle of the patient. Moreover, it is said that a transverse myotomy'6 of an ileostomy will better the chances still further of having a quiet stoma, though controlled studies of this have not been made and as I see them my patients with ileostomies do not have flatus problems (but have I asked hard enough?) Finally, to be rid of my large bowel, which through genetic or environmental factors has already let me down by producing a cancer, will reduce the small (10%) chance of a metachronous growth.
CONTINENT ILEOSTOMY
Would I want to jump on the bandwagon of a continent ileostomy ?' I doubt it. It is a most ingenious technique, but it has a highish failure rate and a considerable incidence of reoperation. More fundamentally, though I concede that when it works it is marvellous, it seems to me to be flying in the face of nature to ask the ileum to act as a storage organ.
Why not a colostomy and a magnetic plug ? '8 19 Again, I will concede that success is real success, but it is limited and until we can come up with a more tractable device it is not for me.
Lastly, why not colostomy and irrigation, which keeps the large bowel empty ? It works-no doubt about it-and has appreciably altered the lives of at least two of my younger patients. But culturally it is not for me. I just do not want to see myself as a glorified flushing lavatory in reverse, however effective this may be. I suspect that many others would share my view. good has been done by both associations and therapists. Agreed, but that is almost entirely because of our past surgical and nursing sins. Doctors, or nurses, still need a one-to-one relationship with their stoma patients, and that is what I would look for. This apart, however, it is (as with breast surgery in women) just a long haul back to an acceptable body image and a realisation of the limitations that the controlled violence of radical surgery is likely to impose.
Envoi
Men make their own history, said Karl Marx, but they do not make it under circumstances chosen by themselves. 20 In saying what I would hope for should I have cancer of the distal third of the rectum, I reflect my upbringing, social values, prejudices, and rank irrationality. Nevertheless, I have tried as far as possible to give documented reasons for my choice to show that through the fog of emotion the dim light of accumulated experience and constructive thought can, to a degree, shine.
Mr L P Fielding helped greatly with discussion of some of the matters contained in this paper.
